The student health services developed in our universities during the past 50 years resemble facilities elsewhere; more than first-aid posts, they teach us to respect and cherish young people who seek help and spur us to find the best ways to work with them. Encounters with students may begin with consultations about everyday problems, but well managed sore throats and sprained ankles can be door openers for more serious questions.
An accepting environment encourages the exploration of personal concerns, many of them related to what Kang recognises as "The widening gap between biological and psychosocial maturation". Student health workers become aware that young people often need simply to talk to accepting older people, which an appropriate attitude can facilitate.
Kang's editorial waves a flag for the uniqueness of young people and challenges us to address a critical transitional period with thoughtful research and imagination. Our data show that the overall detection was 5% for problems related to height and weight. This might correspond to the 6%-7% of children aged 5-9 years with obesity 2 (for whom action may be effective), rather than to the additional 15% with overweight. Their research showed that HKCs were more likely than routine general practitioner visits (in the first 4 years of life) to detect oral health, vision and behavioural problems (prevalence rates among 557 children of 1.8% v 0, 3.8% v 1.4% and 2.3% v 1.8%, respectively), suggesting that HKCs presented an opportunity for families to deal with previously unmet health needs. However, the numbers of height and weight problems and oral health problems reported in this study were surprisingly small. National prevalence rates of more than 20% for childhood overweight 2 and 40% for untreated dental caries 3 were not matched in this study, where the rates for height and weight problems and oral health problems were only 3.2% and 1.8%, respectively.
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It is possible that the communities involved experienced exceptional health status (the socioeconomic status of clinic populations was not described) or that only healthy children attended HKCs -or it is perhaps more likely that these problems remained undetected. Such discrepancies in the rates are significant because HKCs were established, in part, to detect early lifestyle risk factors; an aim that cannot be realised if there More importantly, by viewing the prevalence of health problems in children as a general practitioner compliance and measurement concern, we lose sight of the bigger picture. Does the Healthy Kids Check detect problems that lead to better child outcomes? We do not know. This is a health policy that has been implemented without adherence to evidence-based practice principles. We agreelong-term follow-up is essential.
The importance of molecular testing to confirm measles, mumps and rubella in vaccinated individuals TO THE EDITOR: Despite high vaccination coverage, Australians remain at risk of measles, mumps and rubella, either while travelling to endemic countries or from domestic exposure to imported cases. Those most at risk include incompletely vaccinated adults and children whose parents choose not to have them vaccinated. Additionally, immunity generated by vaccination (rather than natural infection) may be less protective, especially if only one vaccine dose is received.
1,2
When measles, mumps and rubella were commonly encountered, their clinical features were well recognised, but far fewer cases are now seen, diminishing clinical acumen and the positive predictive value of a clinical diagnosis. Further, the relative proportion unvaccinated. Thirty-two per cent of measles, 49% of mumps and 89% of rubella cases were confirmed by IgM serological testing alone; 34%, 2% and 3%, respectively, were confirmed by serological testing and PCR; and 20%, 38% and 3%, respectively, were confirmed by PCR alone (IgM not detected or not requested). A further 15% of measles, 10% of mumps and 5% of rubella cases were diagnosed using clinical and epidemiological criteria, without testing. Overall, when laboratory-confirmed cases were stratified by vaccination status, the proportion confirmed by PCR alone increased from 18% in the unvaccinated to 71% in the fully vaccinated, including from 21% to 63% for measles, and 22% to 74% for mumps, respectively (Box).
These data confirm the increased number of measles and mumps cases diagnosed by PCR rather than serological testing among people who are fully vaccinated compared with the unvaccinated group. Diagnosis by PCR allows virus genotyping, which is important for epidemiological purposes 2 and can distinguish wild-type measles virus from the vaccine strain when vaccine is used for post-exposure prophylaxis. 5 We recommend collection of respiratory specimens, whole blood and/or urine for PCR of cases in previously vaccinated individuals has increased, making the clinical diagnosis more difficult as these cases may present atypically. 1, 3 With this clinical uncertainty, laboratory confirmation assumes greater importance. 4 However, the IgM response can take several days to appear and can be attenuated or completely absent in post-vaccination infection, 1,2 necessitating molecular detection methods to confirm the diagnosis.
2-4 Polymerase chain reaction (PCR) testing has been shown to contribute significantly to laboratory confirmation of measles 2,5 and mumps 3,4 in highly vaccinated populations.
We investigated the vaccination status and mode of laboratory confirmation of notified cases of measles, mumps and rubella in Western Australia over almost 10 years, from January 2001 to September 2010. During this period, 82 cases of measles, 335 of mumps and 38 of rubella were notified to the Department of Health. Of these, eight patients (10%) with measles, 117 (35%) with mumps and four (11%) with rubella were fully vaccinated; 16 (20%), 39 (12%) and five (13%), respectively, were partially vaccinated; and 46 (56%), 53 (16%) and 22 (58%), respectively, were luke.grzeskowiak@adelaide.edu.au
